IDIOPATHIC DILATATION OF THE COLON. 


BY R. W. MURRAY, F.R.C.S., 

OF LIVERPOOL, 

Surgeon, David Lewis Northern Hospital. 

Chronic dilatation of the colon is a condition not uncom¬ 
monly met with in adult life, and is generally due to some defi¬ 
nite mechanical obstruction, such as stricture of the gut or fsecal 
impaction, the result of habitual constipation. 

The case I am about to relate, however, is of an entirely 
different character, in that it occurred in a young child, and the 
dilatation of the colon was not due to mechanical obstruction. 

The history of the case is briefly as follows: 

The patient, a boy now four years of age, had suffered from 
constipation and abdominal distention since birth, constantly re¬ 
quiring aperients or cnemata. On one occasion, when five months 
old, his bowels were not opened for several days, and bis abdomen 
became greatly distended, but repeated cnemata finally relieved 
him. When eleven mouths old lie had another and more serious 
attack of constipation with distention; this attack lasted on and 
off for five weeks. lie also occasionally suffered from attacks 
of diarrhoea. Since the child was eighteen months of age the 
abdomen has always been distended, and attacks of obstinate con¬ 
stipation with excessive abdominal distention very frequent. He 
has repeatedly gone as long as a week without an action of the 
bowels, and on one occasion there was no action for thirteen 
days. It is a noteworthy fact that the stools have never been 
scybalous, the f;eces being always in a semi-liquid state, and, 
strange to say, the child's general health had not suffered to any 
great extent. 

I first saw the child in April, 1901. He was then two years 
old and under the care of Dr. Roughan, of Formby. At that 
time there was a painless enlargement of the abdomen, and I 
regarded the case as one of tuberculous peritonitis. I saw the 
child again three months later, and, as the abdominal condition 
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was worse rather than better, and there was now evidence of fluid 
in the peritoneal cavity, I advised an operation. 

In July, 1901, I made a small incision in the middle line of 
the abdomen below the umbilicus and some clear fluid escaped, 
but not a sufficient quantity to make any very appreciable differ¬ 
ence in the abdominal girth, I inserted my finger through the 
wound and stirred up the intestines, as I generally do when 
operating for tuberculous peritonitis, but the incision being small 
I did not obtain any view of the abdominal viscera. 

The immediate result of the operation appeared satisfactory, 
and I regarded the case as one of a cure following abdominal 
section of tuberculous peritonitis. 

However, the mother brought the child to see me again fif¬ 
teen months later, namely, in October of last year, and then told 
me that no real benefit had resulted from the operation, for, 
shortly after the' child had returned home, the abdomen again 
became distended, and lately he had suffered more than ever be¬ 
fore from constipation and attacks of extreme distention, the ab¬ 
dominal girth sometimes measuring as much as thirty-nine and 
one-half inches. The child was now little more than three years 
of age, and at that time of life twenty inches would be a fair 
allowance for the abdominal girth, so thirty-nine and one-half 
inches represented an extreme degree of distention. 

I now thought very seriously of the child’s condition, not 
that he appeared ill in himself or was suffering pain, but on 
account of the appearance of the abdomen; it was not only 
greatly distended, but the waves of peristalsis were more marked 
than I ever remember to have seen before, pointing obviously 
to chronic intestinal obstruction. As I still regarded the case 
as one of tuberculous peritonitis, I felt sure that the distention 
was due to obstruction from adhesion or kinking of the gut. 
Repeated cnemata-brought away a quantity of liquid faxes, and 
somewhat relieved the distention, so the presumed obstruction 
was not complete; but the abdomen soon became again distended 
and the peristalsis marked. The child took his nourishment 
fairly well and there was no vomiting. As two and one-half 
pints of the fluid could be injected per rectum and retained, it 
was obvious that the large bowel was not constricted, and I came 
to the conclusion that the point of obstruction was at the lower 
part of the small intestine, though, of course, the marked peri- 
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stalsis pointed to the large bowel being the scat of the trouble, 
The anus was certainly not narrowed, for it readily admitted one’s 
index-finger, and this without causing the child pain or producing 
any spasm of the sphincter. The rectum was unduly capacious. 
As repeated injections afforded no relief, I decided to operate, 
and in October of last year, fifteen months after the first opera¬ 
tion, I again opened the abdomen below the umbilicus, and at 
once came in contact with an enormously distended something, 
that f could not in the least make out what it was, and which 
filled the greater part of the abdominal cavity. On farther en¬ 
larging my incision, f succeeded in delivering this large tumor, 
which obviously contained air. I soon realized that my original 
diagnosis of tuberculous peritonitis was completely wrong, and 
that I had to deal with a case of extreme dilatation of the colon. 
My colleague, Mr. Monsarrat, who was present at the operation, 
kindly passed a rectal speculum for me, and I then readily emp¬ 
tied the distended colon of its gas and fluid f.-eces. When the 
colon was thus reduced to a manageable size, it was easily and 
clearly seen that the whole of the large bowel was distended from 
the caecum to the anus, but the part chiefly involved was the sig¬ 
moid flexure and the descending colon; the bowel here measured 
six inches in diameter when distended and four inches when 
emptied. The small intestines presented a perfectly normal ap¬ 
pearance. The emptied bowel was easily returned into the abdo¬ 
men, which was now flat. As the result of our manipulations, 
the child’s condition was not of the best, and, having completely 
relieved the distention and knowing now exactly what I had to 
deal with, 1 thought it better to postpone for the time being any 
further operation, and more carefully consider what could be done 
in the hope of effecting a permanent cure. I therefore closed 
the abdominal wound. This was the first case of the kind I had 
ever met with, and in thinking the matter over several methods 
of procedure suggested themselves. For instance, I might per¬ 
form a colotomy, and so afford the distended bowel a period of 
rest, and thus give it an opportunity of recovering its tone; 
colonplication might be performed, or the large bowel might be 
short-circuited by effecting a junction between the ascending 
colon and the rectum. 

What I actually did on December 16 of last year was to 
completely excise that portion of the bowel corresponding to the 
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sigmoid flexure and descending colon, and attach the transverse 
colon to the upper part of the rectum end to end by means of 
simple suture. The operation was a somewhat difficult one, as 
the cut ends of the colon and rectum did not correspond in size, 
both were considerably dilated, especially the colon end, which 
was much the larger of the two. However, the child made an 
exceptionally good recovery, has greatly improved in health since 
the operation, and does not now suffer from constipation or from 
abdominal distention. 

What I particularly wish to draw attention to is the fact 
that in this case the distention of the colon was not due to 
any such mechanical obstruction as stenosis of the rectum or of 
the anus; on the contrary, it was clearly demonstrated that the 
rectum was considerably distended and the anus unduly patu¬ 
lous. A few years ago, Sir Frederick Treves recorded a case, 
entitled idiopathic dilatation of the colon occurring in a child, 
ill which lie successfully excised not only the distended descend¬ 
ing colon and sigmoid, but also that part of the bowel corre¬ 
sponding to the rectum, which was represented by a solid-look¬ 
ing though pervious tube eight or nine inches long and about 
the size of an adult forefinger; and Sir Frederick Treves main¬ 
tains that all cases of so-called idiopathic dilatation of the colon 
“ in young children arc due to congenital defects in the terminal 
part of the bowel, and that there is in these cases an actual 
mechanical obstruction, and that the dilatation of the bowel is 
not idiopathic.” 

A review of recorded cases, however, shows that there are 
two distinct varieties of infantile dilatation at the colon. In 
one the dilatation is due to congenital stenosis of the rectum, 
such as Sir Frederick Treves has described, and in the other, 
as in my case, there is no such mechanical obstruction, there 
being some congenital defect in the structure or nerve supply 
of the colon itself, the muscular coats of which are so defective 
in tone that they are unable to exercise sufficient force to expel 
liquid faeces or even accumulated gases, and in consequence be¬ 
come enormously distended. 

An examination of the portion of bowel removed showed 
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that dilatation liad taken place greatly in excess of hypertrophy, 
in fact, the wall of the gat was little, if any, thicker than 
normal. 

Having made a mistake in the diagnosis, and being, I 
hope, wiser after the event, I would say there should be no real 
difficulty in arriving at a correct diagnosis if proper attention 
is paid to the previous history of the patient, and to certain 
clinical symptoms characteristic of the affection, which I have 
already mentioned. As to the treatment, in view of the com¬ 
plete success following excision of the distended portion of the 
gut in both varieties of infantile dilatation of the colon, I would 
suggest that this is the proper treatment for the affection. 



